are placed in the retroperitoneal space and three permanent sutures are placed in the anterior longitudinal ligament at the level of first sacral vertebra. A mesh, 5 cm wide and 15 cm long, is attached and a pericervical tunnel is constructed; a 3 cm wide and 15 cm long mesh is passed through and attached anteriorly with three permanent sutures. Six permanent sutures in the posterior cervix unify the sacral and cervical mesh and restore the normal intrapelvic position of the uterus. Seven months post-surgery, vaginal length is 9 cm with normal sexual function. CONCLUSION: The retroperitoneal approach of vaginal sacrohysteropexy with a history of multiple abdominal surgeries is feasible in reconstruction. Functional and anatomical results were acceptable in follow up.
OBJECTIVE: This video outlines a step-by-step guide on how to gain simple access to the retroperitoneum while performing a laparoscopic BSO and emphasizes the importance of performing retroperitoneal dissection in difficult surgeries that are complicated by endometriosis, dense pelvic adhesions or distorted anatomy. DESCRIPTION: The steps demonstrated in the video are as follows:
1. Identify the IP ligament and retract medially 2. Incise the peritoneum lateral and parallel to the IP ligament 3. Develop the retroperitoneal space using blunt dissection 4. Identify important retroperitoneal structures 5. Visualize the ureter 6. Incise the peritoneum superior to the ureter and inferior to the IP ligament. CONCLUSION: Many common complications, such as ureteral injury and ovarian remnant syndrome can be avoided by opening the retroperitoneum during a laparoscopic BSO.
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